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ABSTRACT 1 
Aim: This paper aims to explore new graduates experience working with clients with mental 2 
health issues using critical incident interviews. 3 
Methods: The qualitative research techniques were based on phenomenology. A purposive 4 
sample of 19 new graduate dietitians was drawn from a range of work settings and locations 5 
throughout Australia. Data was gathered using thirty minute Critical Incident Interviews. Audio-6 
taped data was transcribed, coded to identify common themes, compared for congruence and 7 
then categorised into knowledge, skills and attitudes. 8 
Results: New graduates encountered a range of situations involving a variety of mental health, 9 
well-being, dietetic and clinical issues. Common themes revealed that graduates felt under-10 
prepared to deal with these situations. Themes also highlighted the mental health knowledge, 11 
skills and attitudes required for entry-level dietitians which then informed the review of the 12 
National Competency Standards for Entry-Level Dietitians. 13 
Conclusion: New graduates encounter a variety of mental health and well-being issues in their 14 
everyday practice and therefore require training to address these situations competently.  15 
 16 
KEYWORDS 17 
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 20 
INTRODUCTION 21 
Mental ill health is one of the leading causes of disability and disease burden in Australia.1,2  In 22 
any given year, one in five Australians 16-85 years old, experience a mental disorder.3 Half of 23 
3 
 
those affected by mental ill health will continue to experience these issues over the long term.4 1 
People who experience mental ill health are more likely to experience physical ill health, such as 2 
obesity, diabetes, heart disease and malnutrition. In fact, 59% of people with a psychiatric 3 
diagnosis also have at least one other physical illness.3 For example, 17.5% of Australians over 4 
fifteen years old who reported having mental or behavioural problems had a body mass index in 5 
the obese range (30 kg/m2 or above).5 A large population-based study of adults in the United 6 
States (n=217,379) conducted by Strine et al found a lifetime diagnosis of depression is 7 
associated with a 60% greater risk of being obese, while a lifetime diagnosis of anxiety is 8 
associated with a 30% greater likelihood of obesity.6 9 
 10 
Dietitians have a key role in supporting people experiencing mental ill health to maintain 11 
physical health; address lifestyle issues such as malnutrition (obesity and under-nutrition), 12 
diabetes and metabolic syndrome; and to assist in enhancing clients’ quality of life.7 A recent 13 
survey of Dietitians Association of Australia (DAA) members (n=230) identified that 80% of 14 
respondents worked with clients with mental health issues. An overwhelming majority of 15 
respondents (93%) identified gaps in their nutrition and dietetic training with respect to mental 16 
health and well-being issues.8 17 
 18 
Until recently, mental health was not explicitly included in the National Competency Standards 19 
for Entry-Level Dietitians (“Competency Standards”). Consequently, nutrition and dietetic 20 
courses in Australia had very limited mental health content.9 In 2007, DAA received funding in 21 
2007 from the Australian Government via the Mental Health in Tertiary Curricula Program to 22 
address the gap in entry-level dietitans’ mental health knowledge and skills. This is the first 23 
4 
 
study to report on new graduate dietitians working with clients and colleagues with mental health 1 
and well-being issues. Other health professions (such as nursing, occupational therapy, dentistry 2 
and medical radiation sciences) have used critical incident interviews to validate or explore 3 
entry-level competency.10-13 However in many cases; the results of these studies have not been 4 
disseminated.  5 
 6 
The aim of the current paper is to document new graduates’ experiences with clients with mental 7 
health and well-being issues and identify the mental health knowledge, skills and attitudes these 8 
graduates propose are required for entry-level dietitians. 9 
 10 
METHODS 11 
Ash et al contains a detailed discussion of the overall methodology of the study.14 When using a 12 
phenomenological approach, the depth of the investigation required for each case precludes large 13 
numbers of participants. Therefore non-probability sampling, specifically purposive sampling 14 
was used to select a representative sample. The sampling frame reflected categories from the 15 
DAA membership database in 2007 including work setting, gender, degree of urbanisation and 16 
geographical location. New graduates were defined as dietitians who completed their training 17 
between December 2005 and June 2007 and were DAA members (n=572).  The final sample 18 
(n=19) included new graduates from tertiary hospitals (n=2), metropolitan hospitals (n=2), regional 19 
hospitals, including community health centre (n=3), community/public health rural centre (n=2, including 20 
1 working extensively with Aboriginal clients), community/public health nutrition, non-rural (n=4), 21 
private practice (n=2), mixed practice (n=2), research (n=1), industry (n=1) 22 
 23 
5 
 
Phenomenology, a qualitative research approach, was used to explore new graduates’ 1 
experiences with clients with mental health issues. Phenomenology explores an individual’s 2 
experience from the subjective or first person point of view.15 Phenomenological studies are used 3 
to describe the meaning of the ‘lived experience’ for several individuals about a concept or 4 
phenomenon.16 Researchers ask individuals to describe their experiences and then analyse data 5 
for significant statements or themes. These statements are then transformed into clusters of 6 
meanings (or key themes) and then combined to form a general description of the experience. 7 
This description should communicate the essence of the experience. It involves both ‘what was 8 
experienced’ and ‘how it was experienced’.15  9 
 10 
The 'Critical Incident Interview’10 provided a framework to explore new graduates’ experiences 11 
related to mental health. This approach has been used throughout the health sciences to 12 
distinguish the features of competent practice. 10,13,17 In nursing, Benner10 has used this technique 13 
to distinguish the attributes of expert versus novice practitioners. This technique is used to bring 14 
to the surface tacit knowledge. That is knowledge, techniques and attitudes that underlie 15 
performance but cannot be easily explained or identified by practitioners.18 16 
To clarify, a ‘critical incident’ refers to a particularly demanding work situation that has either a 17 
particularly positive or negative outcome. In this context, the term ‘critical’ does not mean life 18 
threatening; rather it is a significant situation, event, or opportunity that has occurred in practice, 19 
which has the potential to provide insight or stimulate professional development.18 20 
Critical incident interviews were used in the initial development of the Competency Standards to 21 
validate the standards and also check if the level of competency was appropriate for entry-level 22 
dietitians.18 In this study, critical incident interviews were used to identify the range of attributes 23 
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required for entry-level dietitians working with clients with mental health or well-being issues; 1 
determine the level of competency appropriate for entry-level dietitians; and identify gaps 2 
relating to mental health and well-being in the exisiting competency standards. 3 
 4 
The critical incident interviews conducted in this study were part of a larger study which 5 
reviewed the competency standards. Essentially, in-depth interviews comprised of a ‘core 6 
activities’ interview where graduates discussed their daily work activities and a ‘critical incident’ 7 
interview related to mental health. The results of the core activities interviews are reported in 8 
Ash et al.14 This article will discuss the results of the critical incident interviews. 9 
 10 
The study received ethics approval from the Queensland University of Technology Human 11 
Research and Ethics Committee. Sixteen new graduates participated in-depth telephone 12 
interviews during a two-week period in December 2007. To ensure the proportional 13 
representativeness of the sample relative to the population of interest, three additional interviews 14 
occurred a month later.  All interviews were conducted by a single researcher (KD) and recorded 15 
as .mp3 files using a combination of a Voice Over Internet Protocol (VOIP) service, Skype19 and 16 
Freecorder 2.3 software.20 One critical incident interview had to be re-recorded due to equipment 17 
failure. Participants were provided with an interview schedule at least 24 hours prior to the 18 
interview (usually 7-10 days before), which included a definition of ‘critical incident’ (an 19 
incident that involved a mental health issue that was particularly demanding). Each critical 20 
incident interview was approximately 20-30 minutes. These interviews were recorded and 21 
transcribed separately from the core activities interviews reported in Ash et al.14 To ensure 22 
privacy, participant’s names were replaced with pseudonyms.   23 
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 1 
Four (4) interviews from very different settings (hospital, community, private practice, rural/remote) were 2 
selected to ensure the initial analysis reflected the sample and were analysed by one researcher (KD) to 3 
identify preliminary themes. Major themes were then identified by the remaining three researchers 4 
independently (SA, JSF, SP) and then compared for congruence whih provided inter-rater reliability. The 5 
remaining interviews were analysed independently by two researchers (KD, SA). Again, themes were 6 
compared for consistency and to establish that theoretical saturation had been reached. Emerging 7 
themes were categorised and counted and relationships between themes and sub-themes were 8 
established.  Primary and subordinate themes were ranked based on their prevalence and on the 9 
importance that was placed on the particular theme during the interview. 10 
 11 
RESULTS AND DISCUSSION 12 
New graduates were mostly female (95%; n=18) and ranged in experience from nine to twenty 13 
three months in the workforce. Participants were representative of the national DAA membership 14 
by work, category, state of employment, geographical location and gender. Graduates worked in 15 
a variety of work settings including both public and private hospitals (tertiary, metropolitan and 16 
regional), private practice (sole and group practice), community health and community nutrition 17 
(public and self-funded private), mixed and rural practice, industry (consultancy) and research.  18 
 19 
A conceptual model was developed to illustrate how the themes identified from the critical 20 
incident interviews influence entry-level dietetic practice (see Figure 1). As stated, the aim of the 21 
research was to identify the mental health training requirements of newly graduating dietitians. 22 
The model has been developed to highlight on entry level dietitians’ mental health knowledge, 23 
attitudes about mental health and practical skills in assisting clients.  24 
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 1 
The key themes that emerged from the interviews were categorised into contextual 2 
/environmental and dietitian-related influences (see Table 1). Influences from both categories 3 
affected critical incident outcomes. Consequently, these same influences then impacted the 4 
knowledge, attitudes and skills required by graduates working with clients with mental health 5 
issues.  6 
 7 
A) Contextual/Environmental Influences 8 
Graduates encountered a range of situations involving a variety of mental health, well-being, 9 
dietetic, and clinical issues. Table 2 lists the types of issues that comprised the critical incidents. 10 
The experiences shared by new graduates had a similar format: clients were referred for a 11 
nutrition condition (e.g., diabetes, weight loss or gain) and the mental health or well-being issue 12 
emerged during the nutrition assessment phase of the session. Other contextual/environmental 13 
influences included the type of client, dietetic setting, geographical location and the influence of 14 
other health professionals and staff members.  15 
 16 
In addition to the contextual factors stated, role and system issues and training and professional 17 
development were key influences on critical incident outcomes. These influences while not 18 
directly controlled by the dietitian, shape the environment in which dietitians have to practice. A 19 
discussion of these two themes follows. 20 
 21 
Graduates’ perceptions of their role (n=8) and role boundaries (n=5) was a common theme.  22 
Many graduates were unsure “how far” they could go and when to refer on, if indeed there was 23 
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someone to refer on to. Carolann, a rural practitioner expresses this sentiment when talking about 1 
a client who reveals domestic violence issues during a consultation about weight loss for diabetes 2 
management. 3 
 4 
...  when all of the stuff started coming out, you know, my biggest concerns were what 5 
my role is, and where to next.  6 
 7 
Polly, a clinical dietitian in a regional hospital, working with her first client with anorexia 8 
nervosa expresses her dissonance about her role as the “expert” when she was a new graduate.    9 
 10 
 …. it shocked me that they [the medical team] came to me for so much advice …. 11 
because I feel like I should always be more of a supporting role than directing what’s 12 
happening. 13 
 14 
This quote highlights role perceptions, power and confidence issues. In this situation the 15 
graduate had power, but felt powerless because she did not feel competent to deal with such an 16 
issue. While graduates were aware of their lack of expertise (n=15), in some cases (n=7) this did 17 
not translate into an awareness of their professional limitations. Other graduates learnt the 18 
importance of being assertive and having confidence in their professional role (n=5). 19 
 20 
Graduates commitment to professionalism, in particular professional responsibility and duty of 21 
care (n=14), were standout themes. For example, Sandra a mixed practitioner (clinical and 22 
10 
 
community dietitian) in a regional area, talks about a client with Dissociative Disorder that is 1 
referred for weight loss prior to surgery. 2 
 3 
… she doesn’t actually have anywhere else to go.  This is actually the last place she’s 4 
trying ... 5 
 6 
This incident was not isolated, particularly for those graduates in regional and rural areas. All 7 
graduates struggled with the lack of mental health support services (n=6) and the realities of 8 
working within systems that do not support professionals working with patients with mental 9 
illness (n=5). 10 
 11 
I learnt I guess, that out health system and the way that we practice isn’t perfect, so even 12 
though we can formulate ideal or optimal plans for these patients, that sometimes 13 
practical issues or other barriers get in the way. So sometimes you can’t always do things 14 
according to the best plan and you have to go to, I guess, in essence plan B. (Nicole, 15 
dietitian in a tertiary hospital) 16 
 17 
So, just the incredible lack of support from the people with power to give us support and 18 
get access to the psychologist. (Sandra, mixed practitioner in a regional area) 19 
 20 
It is important for dietitians to remain within their scope of practice. Therefore, it is essential for 21 
new graduates to be able to identify when they need to refer clients to other professionals. The 22 
incidents revealed varying levels of skill with respect to referring clients to appropriate mental 23 
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health professionals or services. Appropriate referral occurred in seven cases. Reasons for non-1 
referral included: being unclear when to refer clients (n=4), being reticent to refer clients for fear 2 
of being wrong or being perceived by clients as uncaring (n=4) and a lack of knowledge about 3 
the availability of mental health support services (n=5). 4 
 5 
All graduates (n=19) highlighted the lack of training about mental health in during their dietetic 6 
courses. In particular, graduates emphasised the need for more focus on practical strategies in 7 
dealing with clients with mental health and well-being issues. Elements of entry-level training 8 
that graduates drew on during the critical incidents included counselling skills (n=8), 9 
professional development (n=5), general dietetics (n=3), problem solving (n=2), clinical 10 
judgment (n=2) and advocacy (n=2). 11 
 12 
B) Entry-level Dietitian Influences 13 
The remaining three key themes were identified as directly relating to the individual dietitian. 14 
These influences include dietitian experiences and characteristics; use of the dietetic process; and 15 
counselling, communication and liaison skills. These influences impacted the mental health 16 
knowledge, attitudes and skills new graduates require, however, they were also affected by the 17 
contextual and environmental influences. Each influence will be discussed in turn. 18 
 19 
Dietitians’ experiences and characteristics 20 
During the incidents, graduates reported feeling overwhelmed, stressed or anxious (n=11), 21 
helpless, powerless or useless (n=11) and that they deemed themselves to be a failure or 22 
12 
 
ineffective (n=9). Afterwards, graduates experienced feelings achievement or validation (n=7) or 1 
relief (n=7) whilst some remained feeling like a failure or that they were ineffective (n=9). 2 
 3 
Graduates who had prior experience with mental health issues either personally (n=4) or in their 4 
work (n=5) were more empowered in incidents involving mental health issues. In contrast, those 5 
graduates who had no prior experience with mental health issues were left feeling disempowered 6 
after the incident, even if the incident had a successful outcome. Raewyn, a community dietitian 7 
in an urban area who didn’t have prior experience with clients with mental health issues 8 
expresses her feelings about an outpatient consultation with a client referred for diabetes 9 
management who had undisclosed mental health issues. 10 
 11 
I wasn’t really meeting her needs and I couldn’t meet her needs. ... my counselling 12 
abilities as far as her needs were concerned were quite limited, and I didn’t have the skills 13 
or the training to really assist her. 14 
 15 
Empowerment (n=9) or lack of it (n=5) was a noticeable theme throughout the incidents. 16 
Graduates had a variety of approaches to remain empowered including self care and self 17 
awareness, focusing on supporting clients, reflecting client strengths and being resilient 18 
themselves. They promoted a ‘can-do’ attitude. In contrast, those who were disempowered felt 19 
compassion for their clients, but had no active strategies to deal with the situation. They tended 20 
to get stuck quite early in the incident and felt relief when external action helped resolve the 21 
situation. For example, Jan, a community dietitian working in a rural area talks about her 22 
experience of working with a client with severe depression. 23 
13 
 
 1 
... it did just become draining ... [I felt] fairly helpless quite quickly, because I knew that 2 
... every week she would be really anxious and upset. My heart went out to her, and my 3 
compassion was just right there for her, but I didn’t really know what to do, in terms of                                   4 
active strategies to help her.  5 
 6 
A practical and patient oriented focus (n=5) was also evident.  Graduates dealt with a variety of 7 
difficult situations such as clients at risk of suicide, domestic violence and medical emergency. 8 
Geraldine, a clinical dietitian in an outpatient clinic was referred a client for weight loss. She 9 
recognised the client was at immediate risk, after the client revealed she had contemplated 10 
suicide. 11 
 12 
I think it was probably quite apparent, you know, the job I had to do with her wasn’t the 13 
most important thing for her at the time.   14 
 15 
Her comments highlight whilst structure is important, patient well-being is also paramount.  She 16 
goes on to comment: 17 
 18 
Some people just wouldn't want to, wouldn't want to have that [mental ill health] come 19 
into their working life and their reaction would be different I suppose. 20 
 21 
The Dietetic Process 22 
14 
 
Graduates felt confident with their general nutritional expertise however many felt unsure about 1 
the mental health aspects of consultation and treatment (mental health/nutrition interface, n=11). 2 
Nicole, a clinical dietitian in a tertiary hospital captures this sentiment when discussing her 3 
feelings about managing a patient with an eating disorder who was admitted to a general medical 4 
ward. 5 
 6 
… being a largely mental health issue, with health, well I guess, nutritional effects 7 
associated with it, I guess I found it hard to manage because I didn’t know ... what to do.    8 
 9 
However in many situations, following the dietetic process provided graduates with an anchor to 10 
not get overwhelmed, proceed with consultation, and seek to create a tangible result for the client 11 
(structure/tangibility, n=14).   For example, Raewyn, a community dietitian in a rural area talks 12 
about her experience with a client with disordered eating. 13 
 14 
… so those were more tangible things that I could talk about .... We spoke about certain 15 
foods that he enjoyed making and I provided with some recipes and he spoke to me about 16 
some of the dishes that he’d made and his ability to change some of the recipes and that 17 
was a big deal for me because I think that was one of his biggest [food] issues. 18 
 19 
Counselling, Communication and Liaison 20 
Counselling skills were identified as a very important part of effective consultations.  In 21 
particular, graduates who displayed empathy (n=14) and were effective at building rapport (n=8) 22 
15 
 
and trust (n=8), were more empowered about the incident regardless of whether the outcome was 1 
positive or negative.  2 
 3 
... it ended up that we’d talked nothing about nutrition, and it being more like gaining her 4 
trust towards the end of the session that she finally was going to tap into our family 5 
violence counsellors .... some of the things she was describing that had happened to her in 6 
this violent situation was, you know, like, if I didn’t know that, and I just went on my 7 
diabetes sort of scheme, and didn’t build the rapport with her, that wouldn’t have came 8 
out, and it [the session] would have gone nowhere. (Judy, mixed practitioner working in 9 
community health in a regional area).  10 
 11 
Working with clients or collegiality (n=9) was another theme that emerged strongly. Graduates 12 
focused on what they could achieve in partnership with their clients. 13 
So, I could use the skills I have in that to sort of focus on, well, what can we work on? 14 
What strengths do we have? Let’s cultivate that. Let’s work with that, and let’s leave 15 
feeling good. (Carolann, rural/remote practitioner)  16 
 17 
At the same time, graduates were keenly aware of their duty of care (n=11) and ensuring they did 18 
not do harm (i.e., beneficence, n= 9). For example, Pat, a clinical dietitian working in a tertiary 19 
hospital, speaks about a client who had chronic lung disease who revealed she was abusing 20 
laxatives. 21 
 22 
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.. I was the only one that she told out of the team, so I felt as though I had an obligation to 1 
continue to go back and monitor her more closely than I would other patients ... I really 2 
don’t know how to deal with people in those situations and I didn’t want to say or do 3 
anything wrong that may jeopardise her survival in the long term.  4 
 5 
Communication and liaison skills were paramount to achieving outcomes both for and with 6 
patients. Graduates required networking (n=7) and advocacy skills (n=6) in a variety of 7 
situations, in particular advocating for patient rights and patient care.  Graduates who 8 
communicated effectively in these situations (including asking for help and support) were more 9 
empowered than their counterparts. For example, Sandra, a mixed practitioner in a regional area 10 
explains how she advocated for a client with serious mental illness to receive access to a weight 11 
loss program. 12 
 13 
... we finally got her [the director] to agree that we could do a six-week trial, and we 14 
negotiated a bit with her about [realistic] goals ... so, we got her [the client] on a trial, and 15 
it went well, and we’re actually still seeing her, and she’s had really good outcomes.  16 
 17 
Mental health knowledge, skills and attitudes required for entry-level dietitians 18 
The key themes distilled from the Critical Incident interviews were categorised into knowledge, 19 
skills and attitudes required for entry-level working with clients and colleagues with mental 20 
health or well-being issues (Table 3).  Many of the themes identified were already included the 21 
existing competency standards.  Gaps identified in the standards included: knowledge about 22 
17 
 
mental health issues, knowledge about the interface between nutrition and mental health, 1 
empowerment, collegiality, empathy and non-judgemental attitude. 2 
 3 
The present study used critical incident interviews to provide a unique insight into new 4 
graduates’ experiences working with clients or colleagues with mental health or well-being 5 
issues. The systematic documentation and analysis of these experiences enabled the 6 
identification of the mental health knowledge, attitudes and skills required for entry-level 7 
dietitians, and subsequently informed the review of the Competency Standards. A range of 8 
teaching and mentoring resources about mental health were also developed using the rich data 9 
from the Critical Incident interviews. Future publications will discuss the development, 10 
implementation and evaluation of these resources.  11 
 12 
Whilst this research has implications for training and mentoring of entry-level practitioners, the 13 
results cannot be generalised to all dietitans. Additional research is needed to identify the mental 14 
health knowledge, skills and attitudes of experienced practitioners. Follow-up research is 15 
recommended at a timely interval to ensure the themes identified remain relevant to entry-level 16 
practice. 17 
 18 
The limitations of this study include the self-reporting of data. Participants who volunteered for 19 
the research may have an interest in the topic. A limitation of the phenomenological approach is 20 
ensuring the researcher ‘brackets’ or contains his or his own experience when interpreting the 21 
data.9 This was addressed by having two researchers (KD, SA) with differing levels of 22 
experience analyse the data; and the inter-rater analysis described above.  23 
24 
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 1 
Table 1: Summary of key themes identified from Critical Incident Interviews.  
THEME EXAMPLES 
1. Dietitian Experiences and Characteristics 
 Feelings during incident Overwhelmed, stressed, worried for patient, powerless, frustrated 
 Feelings after incident Achievement, relief, failure/ineffective, shaky, shocked, emotional 
 Experience with Mental Health Issues 
Dietitians with experience with a mental health issue either 
personally or with an immediate family member appeared more 
empowered during and after incident 
 Coping skills Debriefing and problem solving 
 Patient Focus  
Holistic approach, relationship was important, collegial approach 
versus expert/patient 
 Empowerment Empowerment (or disempowerment) of both client and dietitian 
2. The Dietetic Process 
 Mental Health/Nutrition Interface 
Integrating knowledge about mental health into treatment plans and 
client interactions) 
 Structure/Tangibility  
Dietitians used the dietetic process to achieve tangible results and 
focused on small practical changes. 
3. Counselling, Communication & 
Liaison Skills 
Most prevalent themes identified were: 
- Empathy 
- Rapport building 
- Trust 
- Identification (with client) 
- Collegiality 
- Beneficence (Do no harm) 
- Networking* 
- Advocacy* 
- Confidence & Power 
4. Role & System Issues 
 Role delineation  
Concern over role boundaries, lack of understanding of limitations, 
role conflicts.  Some dietitians unclear when to refer on. 
 Responsibility/Duty of care Dietitian “last port of call” 
 Management Support Lack of leadership / support by management 
 System Issues 
System unable to respond to client need.  Inadequate resources or 
lack of capacity to implement protocols (e.g. anorexia protocols) 
5. Training and Professional Development 
 Entry-level training 
Current training does not include much mental health and is 
focused on theoretical rather than practical strategies. 
 Continuing professional development  
Many dietitians initiated own professional development about 
mental health as a consequence of the critical incident. 
 Training needed for other health 
workers about mental health issues. 
Mental health is seen as “too hard” by other health workers.  
Further training/in-services needed for existing workers. 
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Table 2: Types of issues discussed during critical incident interviews    
 
Type of Issue Example 
Mental health and well-being 
issues (i.e. issues requiring 
support/intervention from a 
mental health professional) 
- Depression (diagnosed and undiagnosed)  
- Eating disorders (diagnosed and undiagnosed) , disordered eating, 
binge eating, anorexia nervosa 
- Serious mental illness: bipolar disorder, schizophrenia, psychosis, 
multiple personality disorder, psychiatric condition (unspecified), 
paranoia 
- Domestic violence, sexual abuse, laxative abuse 
- Suicide (acute at risk of harm) 
- Team member not performing competently due to mental health 
issues 
Dietetic issues (i.e. clinical 
issues requiring dietetic 
intervention) 
- Weight loss 
- Weight gain 
- Diabetes 
- Morbid obesity / Gastric Band 
- Chronic Obstructive Pulmonary Disease 
- Cystic Fibrosis 
- Vegetarian 
- Enteral feeding via nasogastric tube 
- Contributing to eating disorder management 
Acute clinical issues (that arose 
during treatment) 
- Refeeding 
- Access to harm 
- Medications and disease severely impacting on appetite 
(malnutrition) 
- Patient at immediate risk of dying 
- Patient with limited time to live 
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Table 3: Mental health knowledge, skills and attitudes required for entry-level dietitians 
 
Knowledge Mental Health Issues (at a clinical and system level) 
Nutrition issues related to mental heath 
Role delineation and role limits 
Skills Communication  
Counselling  
Liaison  
Networking  
Advocacy  
Referral  
Debriefing and problem solving 
Working in multi-disciplinary teams 
Translating research into evidence-based practice 
Attitudes Empowerment 
Empathy 
Collegiality 
Non-judgemental attitude 
Patient focus 
Duty of care 
Commitment to reflective practice and continuing professional development 
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Figure 1: Conceptual model of the key influences on entry-level dietitians’ mental health knowledge, 
attitudes and skills. 
